The authors present a successful, 25-session, multidimensional intervention for the treatment of selective mutism in a 6-year-old male with a 1-year observational follow-up. They also include an evaluative review of the extant literature of the treatment of selective mutism from 1950 to the present. Their assessment approach utilized behavioral, cognitive, systems, and psychodynamic components. Treatment efficacy was assessed through videotaped observation of behavioral time-samples of the client during therapeutic interaction, self-report, parental report, and real-time behavioral observations at school. Results indicated a significant increase in verbal behaviors during therapy sessions, paired t(17) = 2.31, p = .033. In addition, the client was observed to be verbally interacting with peers and teachers at school at 1-year follow-up. These results suggest that the authors' multidimensional approach to the treatment of selective mutism may offer a successful, brief intervention for those families in which parents decline use of pharmacotherapy in a child.
Because of the limited number of children suffering from this condition, the case study method has been the predominant tool for examination.
Selective mutism has been considered a difficult disorder to treat, described by some authors as intractable (Dow et al., 1999; Hoffman & Laub, 1986) . It has been treated using a broad spectrum of modalities, and all treatment modalities have resulted in some success. Medications found useful in treating social phobia (i.e., selective serotonin reuptake inhibitors) have been used to treat children with selective mutism (Black & Uhde, 1992; Boon, 1994; Carlson, Kratochwill, & Johnston, 1994; Guna-Dumitrescu & Pelletier, 1996; Harvey & Milne, 1998; Russell, Raj, & John, 1998; Wright, Cuccaro, Leonhardt, Kendall, & Anderson, 1999) . On the basis of the theoretical assumption that selective mutism is a form of social phobia (Anstendig, 1999; Black & Uhde, 1995; Dow et al., 1999) , pharmacotherapy has been found to be effective in treating selective mutism with improvement in symptoms evident within only a few weeks (see Table 1 ). However, as with other psychological disorders, medical management may not be acceptable to all clients, and a risk of relying solely on medication for treatment is that environmental factors contributing to selective mutism may not be identified and actively altered. Thus, several theory-specific psychotherapies have been attempted.
Psychodynamic therapies have been used in several cases, but this approach has a longer duration, often years of treatment, which is significantly more than is typical for pharmacotherapy or other forms of psychotherapy. Studies using psychoanalysis report variable outcomes. In some cases the client was reported to be speaking only in certain situations (Giddan, Ross, Sechler, & Becker, 1997 ) (see Table 2 ).
Family interventions have also been used to treat selective mutism, mainly focusing on faulty familial relationships (Anstendig, 1999) , suspiciousness of the outside world, fear of strangers, marital disharmony (Meyers, 1999) , and other systems-related issues. This approach has resulted in some success, reporting clients' symptom free after approximately 1 to 2 years (see Table 3 ). However, this approach makes assumptions about the patterns of interaction within the family that may cause parents to take offense at the therapist's attempts to treat the family rather than the child alone. Recently, therapists have used this approach less frequently, opting instead to integrate parents in the design and implementation of the treatment plan (Dow et al., 1999) .
Behavioral techniques appear to be very effective in the treatment of selective mutism (Dow et al., 1999; Spasaro et al., 1999 ) (see Table 4 ), and are the most frequently used method (Anstendig, 1999; Dow et al., 1999) . These methods incorporate the child and the environment in both the assessment and treatment processes. Prior to the early 1980s, literature describing behavioral treatments of selective mutism often focused on unimodal behavioral interventions, such as contingency management, stimulus fading, shaping, or escape-avoidance. More recent behavioral interventions, however, incorporate a combination of behavioral techniques with an analysis of the child and his or her family (Afnan & Carr, 1989; Anstendig, 1999; Hoffman & Laub, 1986; Lazarus, Gavilo, & Moore, 1983; Louden, 1987) . Black and Uhde (1992) N = 1; 12 years 4 weeks to take effect Fluoxetine 4 weeks after receiving medication, client spoke freely with adults and peers, gave oral reports in class without distress, volunteered oral responses to questions, and conversed freely with classmates. At a 7-month follow-up, all gains were maintained and social communication seemed entirely normal. Client would not speak to or establish eye contact with her treating physician. Golwyn & Weinstock (1990) N = 1; 7 years 24 weeks 52.5 mg Phenelzine/day At 6 weeks, the client began talking more freely to her parents outside of the home. At 12 weeks, she began conversing at day care. At 16 weeks, she began speaking freely to teachers, children, and therapists.
5 months after the medication was tapered, her mutism had not returned. Golwyn & Sevlie (1999) N = 4; 5.5-7 years 24-60 weeks (including Fluoxetine or Phenelzine All clients began speaking. Treatment gains were maintained after medication taper) medication was discontinued. J. Adams and Glasner (1954) N = 4; 4-9 years 3 months Play therapy, speech education In all four cases, clients would rarely speak. They would only speak a few words at a time.
M. Adams (1970) N = 1; 6 years 14 months Psychotherapy (first 10 min of each session included mother), play therapy Client was able to talk about topics previously unmentioned. At the follow-up, he was "quite verbal." Ambrosino and Alessi (1979) N = 1; 10 years
More than 2 years Co-therapists (one male, one female), reward system, focus on why client would not speak, establish trust, and overcome loss Client spoke spontaneously to both therapists after treatment and at the 1-year follow-up. Atoynatan (1986) N = 2; 6.5 and 7 years 2 years Individual and mother-child joint sessions Both clients spoke to all adults after treatment. Their symptoms did not return on follow-up. Barlow et al. (1999) N = 1; 5 years 36 sessions (9 months) Play therapy with siblings and mother Client began to express feelings verbally and she talked, sang, and participated in class. Blotcky and Looney (1980) N = 4; 5-14 years Psychotherapy, family systems approach, examine client/therapist relationship Client 1: "Symptoms improved"; Client 2: "Silence with therapist began to erode"; Client 3: No outcome reported; Client 4: Treatment terminated before speech elicited. Bozigar and Hanson (1984) N = 4; 6-9 years More than 5 sessions (60 minutes per week) Group sessions, help children understand their anxieties about speaking, desensitization, behavior modification, play therapy All clients were able to verbally respond in class. Parents reported that the children had become more spontaneous in their speech at home and would talk to others with whom they had previously not spoken. Browne et al. (1963) N = 1; 6 years 2 years Play therapy to "work through" past problems, individual psychotherapy for mother, father, and child
Client speaks freely in all environments. Chethik (1973) N = 1; 6.5 years 2 years Play therapy, communication through drawing, writing, gesturing, etc., family therapy Client spoke spontaneously to all people in all environments.
Follow-up during the client's "latency years" indicated that treatment gains had been maintained. Elson et al. (1965) N = 4; 7-10 years
4-12 months
Hospitalization, psychotherapy One client spoke freely to other children in the hospital regardless of the presence of staff, but would not speak to the therapist. Three clients were "somewhat improved." Follow-up lengths vary from 6 months to 5 years. "Most tended to have made fairly good adjustment following discharge." They spoke more easily with peers; however, they are reserved. Hesse (1981) N = 1; 4 years 2 months Analysis of client's artwork, work with client to create artwork that is ageappropriate After 2 months of treatment, a new artistic style developed. After 3 months of developing the new style, the client began to speak fluently. Kass et al. (1967) N = 1; 6.5 years 2 months Speech therapy, clinic and teachers work together to provide an adequate environment, desensitization Client began speaking in therapy sessions and in school. Within a year, she became fully integrated into her class. Landgarten (1975) N = 1; 7 years 6 months Analysis of themes in artwork, use of artwork as communication, practicing expression through art then in real life, role-playing Client used verbal communication until 6 months following treatment when client began to regress rapidly after her mother abandoned the family.
Lesser-Katz (1988) N = 2; 3 and 4 years 2 years Help child feel safe in the presence of strangers, develop sense of independence, individual and group therapy Client 1: Used spontaneous language, interacted with other children, and answered teacher's questions. Client 2: "Communicated well." At the 1-year follow-up, the client had regressed to mutism. Mora et al. (1962) N = 2; 12-year-old twins Broke "twinship" tie and encouraged differentiation, art therapy At first, girls talked as little as possible in school. Eventually, their social lives grew apart and they talked freely with other people except their therapists with whom they communicated in writing. Morris (1953) N = 6; 6-11 years
More than 1 year Residential school, psychoanalysis Client 1: Unimproved; Client 2: Slow improvement, spoke only to children and some staff in a "babyish" manner; Client 3: Unimproved, only conversed with immediate family; Client 4:
Slow improvement, still shy and withdrawn but spoke freely with immediate circle of friends and peers and reasonably well with strangers; Client 5: Slow progress, spoke with teacher first, then conversation spread to others in school; Client 6: Slow progress, spoke in a whisper. Parker et al. (1960) N = 27; kindergarten (fourth grade) 3 months to 2 years Parents, social worker, and teacher work together to plan therapy, therapy includes the development of a stable and differentiated ego, relaxing repression, and releasing anger and fear "Some use of speech in the classroom was reported in all cases prior to closing although this was minimal for one boy who moved to another city after 4 months." Pustrom & Speers (1964) N = 3; 8 years
More than 4 years Therapy with mother and child, focus on family conflict, art therapy Client 1: Spoke to all individuals except his therapist; Client 2:
Spoke to all individuals except his therapist; Client 3: Spoke to all individuals. Radford (1977) N = 1; 6 years
3½ years
Psychoanalysis focused on conflict around aggression "Improvement in mutism and personality"
(continued) Ruzicka & Sackin (1974) N = 1; 9 years Individual psychotherapy, initiation of body contact, play therapy
Results not described Salfield et al. (1950) N = 1; 7 years 1 year Play therapy with other children, invited to join in games, but not forced to speak Client spoke freely at home and to strangers. Shreeve (1991) N = 1; 4 years 1 year Art therapy, interpretation of drawings Client demonstrated "no inhibition of speech." Wergeland (1979) N = 6; 6-11 years 8 months to 3 years Individual psychotherapy, milieu therapy, occupational therapy, special pedagogical support, parental therapy 3 in-patients "became free of mutism"; 1 in-patient "was sent home unchanged after 2 years"; 2 out-patients "failed to be cured of the symptom." Wright (1968) N = 24; 5-9 years 3 weeks to 2 years (M = 3-4 months) Encouragement, labeling tasks, rewards, work with teacher, family therapy Length of follow-up varied from 6 months to 7 years. Reports were taken from parent and teacher interviews. Only 19 cases were available for follow-up: 4 clients had adjusted excellently ("parents and teachers observed no signs of previous problems and no signs of maladjustment in other areas of functioning"). 11 clients fell into the good category ("child was adjusting well at home and school, but had some residual signs of occasional shyness or controlling behavior"). 3 clients fell into the fair category ("child was able to make a marginal adjustment in school and was uncomfortable in social relationships"). 1 client adjusted poorly ("child was unable to adjust at home and school"). Crema and Kerr (1978) N = 1; 7 years 6 months Residential treatment, empathy, fading, family therapy, desensitization to school Parents reported that the treatment was successful. During a 1-month follow-up, the client read aloud in school and had "appropriate verbal performance." Croghan and Craven (1982) N = 1; 8 years 2 months (11 sessions)
Systematic desensitization
The client was reported to be speaking to students and teachers in a regular classroom. A 5-month follow-up indicated that the client's progress in speech had continued, and a 2-year follow-up suggested that the progress had been maintained. Cunningham et al. (1983) N = 2; 3.5 and 15 years Stimulus fading, reinforcement, response cost Client 1: Speech to peers and other adults continued to increase over sessions. 2 months after termination of treatment program, the client spoke readily in class. After 6 months, parents and teachers confirmed that he continued speaking with peers, at home, and to other adults. Client 2: After treatment, spontaneous loud speech was extended to other individuals besides those normally spoken to. 1-and 2-month follow-ups indicated that the client readily spoke over the phone and parents reported that he consistently spoke to the children at school. Dmitriev and Hawkins (1974) N = 1; 9 years 6 months Day center treatment, no social reinforcement of mutism Client began to speak in class to both teacher and peers. The results were generalized to other environments as well. Griffith et al. (1975) N = 1; 6 years Approx. 55 days + reinforcement, tokens, response cost The homeroom teacher's aide observed that spontaneous speech increased in reading, homeroom, and gym (0% to more than 20%) as did responses to peer prompting (0% to more than 50%).
The results were maintained after 3 months. Halpern et al. (1971) N = 3; 7-and 6.5-year-old twins Day treatment school, progressive steps of communication toward speech, parent therapy Client 1: Began to "order for himself at restaurants, speak in the presence of others . . . and interact with a neighborhood boy." Clients 2 and 3: "The teachers reported that the girls asked questions and talked to them in class occasionally." Hoffman and Laub (1986) N = 1; 4.5 years 18 sessions Cotherapy, behavioral techniques (+ reinforcement), family therapy Successful in eliciting "age-appropriate behavior"; at 2-month follow-up, client's parents report that the child is more independent and speaks to more people than he had previously. Kehle et al. (1990) N = 1; 6 years Five 5-minute sessions Self-modeling through the use of videotapes, + reinforcement On the second day of intervention, the client "abruptly began to converse freely" with everyone. At the 7-month follow-up, the client freely communicated with his peers and faculty. Kupietz and Schwartz (1982) N = 3; 4-14 years 3 months to 1 year Parents elicit speech, stimulus fading, teachers included in treatment Some progress. At the time of writing, clients spoke in whispers.
(continued) Lachenmeyer and Gibbs (1985) N = 1; 4.5 years 6 months + reinforcement, tangible rewards, internalization of behavior, mother and child seen simultaneously At the 1-year follow-up, teachers were unaware of his past diagnosis as there were "no special problems that would single him out." He initiated conversations with adults to whom he had not earlier responded and played and visited with friends.
Lipton ( and questioner response (ignore, prompt-ignore, prompt-ignore-praise) Prompt-ignore-praise procedures increased speech to levels of peers.
At the 8-month follow-up, the client spoke more often to more people using a greater number of words. The client's teacher reported improvement in speech rate and quality.
Mack and Mastin Modeling and contingency management Speech Behavior Checklist scores were higher on Global Verbal
Behavior after treatment. Improvements were not seen across all verbal behaviors. At follow-up, the client spoke spontaneously and the parents reported a verbal behavior increase. Morin et al. (1982) N = 1; 6 years 22 sessions + reinforcement Authors reported clinically significant increase in frequency of verbal response. 1-year follow-up indicates that the therapeutic gains were maintained (at no time did the client refuse to speak or answer questions). Nash et al. (1979) N = 3; 5-9 years 10 hours to 6 weeks Prompting, chaining, role-playing, reinforcement Client 1: Verbally compliant and followed orders in class. At the 2-year follow-up, the client was compliant for all verbal and nonverbal responses and showed spontaneous verbalizations. Client 2: Teachers reported client to be verbally compliant and spontaneous. At the 2-year follow-up, the client was verbally noncompliant. Client 3: Teachers reported client to be verbally compliant and spontaneous. At the 1-year follow-up, the client remained compliant. of nonverbal behavior, and + reinforcement of verbal behavior Experimenters observed both clients speaking and teachers and peers reported that both clients were speaking. Follow-up assessments indicated that gains were maintained. Pigott and Gonzales (1987) N = 1; 9 years 9 weeks Self-modeling via videotapes, social reinforcement Client's rate of verbal response to teacher questions went from 0% to 80% during the course of treatment. These gains were maintained throughout the treatment phase. At follow-up, the client's response rate equaled that of his peers, and his parents and teachers reported that they were pleased with the outcome. Rasbury (1974) N = 1; 11 years 140 sessions (10 min each) Desensitization During the final phase of treatment, the client spoke spontaneously to both family members and nonfamily members. Reed (1963) N = 4; 12-13 years 15 months to 3 years Relearning of social responses, no reinforcement of mutism, building selfesteem, establish rapport, reduce fear of strangers Client 1: School staff reported that she was "only a little reserved" as her speech improved. Treatment gains were maintained at 5-year follow-up. Client 2: Home and school reported that there were improvements in her shyness and mutism. At the 10-year followup, she was shy, but spoke freely. Client 3: Home and school reported that she spoke more freely. An 11-year follow-up found her shy but sociable. Client 4: Remained quiet and shy but gained a few acquaintances.
(continued) Reid et al. (1967) N = 1; 6 years 1 day (marathon behavior modification) Desensitization, fading-in techniques Client was able to speak freely to all people. At a 3-week follow-up, her mother reported that she continued to speak to others in all environments. Richards and Hansen (1978) N = 1; 8 years 3 months Stimulus fading, + reinforcement On the basis of the author's observation, at the end of treatment, the client was speaking fluently, frequently, and spontaneously in the classroom. The client, parents, friends, school personnel, and authors pleased with results. The results were maintained at both the 15-month and 5-year follow-up visits. Rosenbaum and Kellerman (1973) N = 1; third grade Speech therapy, + reinforcement, desensitization to classroom The client became verbally responsive in front of the entire class.
At the 2½-month follow up, the teacher reported that the child participated fully in class assignments and dominated some conversations. Rosenberg and Lindblad (1978) N = 1; 6.5 years
sessions
Desensitization, + reinforcement, family therapy At 1½-year follow-up, the parents were more unified on parent and spouse levels of functioning, and the patient was making excellent progress in a regular third-grade class. At the 6-year follow-up, the results had been maintained. Sanok and Striefel (1979) Our literature review revealed few studies that followed a multidimensional approach to treatment (see Table 5 ). Of these, some incorporated methods that may not be acceptable to some parents (i.e., medication, flooding, etc.). Others required extended duration of treatment (i.e., more than 1 year). Therefore, there seems to be a need for brief (i.e., less than 8 months), multidimensional approaches to treating selective mutism.
The most effective treatment approaches for selective mutism should be specific to the client beginning with an in-depth analysis of the child and his or her environment (Anstendig, 1999) . On the basis of the data obtained from the clinician's behavioral and familial observations, treatment should focus on altering environmental and interpersonal factors that contribute to the disorder. Thus, treatment will frequently require a transtheoretical, multidimensional approach, incorporating behavioral, family systems, and, potentially, dynamic factors (Kearney & Wadiak, 1999) . Pharmacotherapy may also be employed if this treatment option is acceptable to the family. We will report a brief (i.e., 25-session), successful, multidimensional assessment and treatment approach for selective mutism.
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CASE INTRODUCTION
The present case involves a 25-session, multidimensional approach to treating selective mutism in a 6-year-old male with a 1-year observational follow-up. The client presented as a well-groomed, attractive young boy with no apparent physical abnormalities. His condition was persistent, beginning when he first started speaking. He was described as verbally unresponsive to those outside of the home and as hesitant about engaging in other types of social interactions (i.e., smiling, nodding, eye contact). When in public places, the client also refused to talk to his parents, communicating his needs through gestures.
The parents of the client presented as quiet, reserved individuals. They appeared to be uncomfortable during the initial interview, sitting with hands clutched and speaking only when a question was asked. In spite of their reticence, they openly shared information and seemed eager to help their son. The client's mother answered most questions; the father predominantly listened and quietly agreed. The parents reported that the family did not participate in many activities outside of the home and that visitors were typically close relatives.
The client attended a private, church-based kindergarten. School personnel reported that the client would not speak to anyone at the school. Rather, the client communicated his needs through gestures, and both teachers and students responded. The teachers reported that they initially thought the client would begin talking at school, but after 4 months, they decided to request that the parents seek treatment before the client began first grade. During January of the client's kindergarten year, the parents requested psychological services. Afnan and Carr (1989) N = 1; 6.5 years 6 family sessions, 13 individual sessions (7 months) Family therapy with immediate family, individual therapy, play therapy, stimulus fading Toward the end of treatment, the client began to converse more. She used "age-appropriate" grammar and pronunciation, but her intonation was such that it sounded like "baby talk." Krohn et al. (1992) N = 20; 5-11 years Average length of treatment = 11 months Hawthorne Center Approach: Develop rapport, encourage speech, develop self-esteem, talk about item of child's choice, play and family therapy 85% of cases had excellent final outcome with normal speech and functioning in all areas including home and school. 1 boy had a good outcome in that he was functioning normally in all areas but continued to speak quietly. 2 had a fair outcome in that they functioned appropriately in all areas but continued to have reluctant speech. No cases had a poor outcome.
Krolian ( choice, play and family therapy Client 1: After 3 months of treatment, the client spoke appropriately in home, at school, and in the community. After tapering off the treatment, the client continued to speak appropriately. Client 2: Client began speaking in therapist's office and in school soon after treatment began. Six months after treatment started, he began speaking in public places. Wright et al. (1985) N = 3; 4-5 years 6 weeks to 7 months Speech therapy and participation in a diagnostic nursery, play therapy Client 1: Spoke with peers and a few staff members. At the 6-month follow-up, the mother reported that the client spoke with people who were not close family members. The speech therapist reported that the child's language production and verbal interactions with others had increased, but an articulation problem remained. Client 2: At the end of treatment, the client was playing and interacting in a "verbally uninhibited manner in all appropriate settings." Client 3: Spoke with family, teachers, and peers.
(continued) Wright et al. (1999) N = 1; 4 years 6 months of play therapy, more than 1 year of drug therapy Play sessions weekly for 6 months then 8 mg Fluoxetine/day After 5 days of fluoxetine treatment, the client began to speak more freely. By day 20, she was speaking freely in all settings. At the 1-year follow-up, gains were maintained, and she continued drug therapy.
Her teacher reported that she would do better in school if she did not talk so much. 
PRESENTING COMPLAINTS
The client was brought to the clinic by his parents because of his refusal to speak in certain situations and to certain people. Once the client started school, his refusal to speak became a problem because it was difficult for the teachers to assess learning skills (i.e., reading). There was also some indication that the client was having difficulty getting along with peers. The parents reported concern that the client's refusal to respond when people spoke to him in public may be misinterpreted as being "rude." The parents stated that they had explained on several occasions why talking was important but the client still refused to talk outside of the home. The parents agreed with the teachers that treatment was necessary to improve the client's behavior.
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HISTORY
The client reached all developmental milestones within normal limits. There were no reports of any speech or language difficulties. The client would only speak to his parents, sister, and some additional family members. When outside of the home, the client communicated to his family with gestures, refusing to even whisper in public. His parents reported that they believed the client was a shy child and never really thought of his behavior as a problem. Thus, they responded to his nonverbal communications. Once the client began preschool, it reportedly became apparent to his parents that his nonspeaking was a problem. The client went through preschool and the first half of kindergarten without saying a word to his teachers or other students.
There were no reports of mental illness in the family. The father reported that he was extremely shy as a child but never to the point where he would not speak or respond to verbal interaction from others. The parents stated that the client always seemed wary of strangers even as an infant. They assumed that he would be shy like his father.
There were also indications that the client displayed oppositional symptomatology, such as noncompliance to parental commands. Parents reported that the client occasionally would get upset if he did not get certain things that he wanted, and he would sometimes not speak to his parents "as a punishment."
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ASSESSMENT
An audio recording of the client talking to his parents was requested by the therapist to rule out communication or phonological problems. The parents recorded the tape; there were no apparent speech problems. The therapist noticed early in treatment that the client had developed effective nonverbal ways of communicating. The client did not exhibit overly anxious or distrusting behaviors. Rapport was easily established. The client's parents and school system were very eager to work with the therapist in treating the client.
Assessment consisted of an in-depth analysis of the client and his environment (Anstendig, 1999) using various theoretical orientations.
COGNITIVE/BEHAVIORAL
An observation of the client at school was obtained to assess his interactions with his teachers and with peers. From this observation, it was determined that the client displayed aggressive patterns in communicating his needs with other children. Occasionally, he would disrupt their play, break in line, or pinch to try and get his way. The client spent the majority of his time alone during recess. The teachers responded to the client's gestures throughout the observation period, thereby reinforcing his nonverbal communication.
The client used a "feelings thermometer" (Albano & Silverman, 1996) to indicate his level of fear for various situations. This information was obtained to establish a hierarchy of fearful situations for the client to be used in systematic desensitization. The client reported the highest level of fear for all interactions that required speaking. A moderate level of fear was reported for nonverbal interactions with unknown people (i.e., smiling at strangers, etc.).
SYSTEMS
Involvement of school personnel was deemed necessary. School consultations were conducted as a means to involve the school personnel in the treatment process and to facilitate generalization of any improvement in the client's verbal communication. A clinical interview was conducted during the first session with the parents, focusing on family structure and patterns of interaction. Throughout treatment, the parents were required to answer general questions about the client's behavior and to maintain diaries (detailed explanation in later section). The therapist discussed the entries from the parents' diaries, mainly focusing on parent-child interactions in various contexts. Thus, the family system was continually assessed throughout treatment.
PSYCHODYNAMIC
Finally, play therapy was utilized to evaluate the presence of any comorbid anxiety disorders. Shaving cream, finger paints, and glitter were used to assess the client's reactions in messy situations. The client was also observed in free play to assess for orderliness or other oddities (i.e., abnormal self-monitoring, obsession with cleanliness). Sand tray therapy (i.e., "create a world") and color associations (i.e., "which color reminds you of home . . . school," etc.) were also used to assess the client's perceptions of his environment.
From these assessments, there were no noticeable indications of comorbid anxiety disorders (i.e., obsessive-compulsive disorder, generalized anxiety disorder), but from the client's construction of his "world," there appeared to be fear of things outside of the home. This assumption was based on the client's incorporation of many snakes, creatures, and people with swords in the yard that appeared to represent his home. The colors chosen to represent his environment appeared to indicate that home (yellow) and school (navy blue) may not have generated the same feelings for the client.
CASE CONCEPTUALIZATION
Anxiety disorders are manifested through an interaction of biological predispositions, environmental stressors, and familial variables. Thus, traditional views (i.e., psychosocial, neuroscientific) alone are inadequate for explaining the etiology of most cases of fear and anxiety (Kearney & Wadiak, 1999 ). The present case involved an assessment approach (i.e., through history and observation of parental behavior) that incorporated familial, environmental, and, to some degree, biological factors. Other authors have suggested similar patterns in the development and maintenance of anxiety disorders in children (Bernstein & Garfinkel, 1988; Kearney & Wadiak, 1999; Muris, Steerneman, Merckelbach, & Meesters, 1996) . Although our conceptualization of this case coincides with theories of the etiology of childhood anxiety, we must rely on speculative clinical impressions to some degree in developing hypotheses of symptom development in this client.
Studies have investigated whether anxiety disorders have a genetic basis by looking at the prevalence of the disorder within dizygotic (DZ) and monozygotic (MZ) twins (Rose & Ditto, 1983; Stevenson, Batten, & Cherner, 1992) . Anxiety disorders were found to be significantly more prevalent in MZ twins than in DZ twins. For example, when "fear of danger" was evaluated within the pairs, the MZ twins had a relation of 0.73 and the DZ twins had a relation of 0.56. Also, as age increased, the DZ twins became even more dissimilar, whereas the MZ twins still possessed similar fears. The client's father reported that he was fearful as a child, often avoiding social situations. Although no other family members reported having fears, the therapist observed that all were quiet, "reserved" individuals. On the basis of this information, it seems probable that genetics may have influenced the development of selective mutism in this child. Stevenson et al. (1992) also investigated twins to determine the effects of shared and nonshared environments on anxiety disorders in children and adolescents. They looked at a variation of social fear (fear of failure) and found that it had a high common environment component (effect sizes: genetic, 0.12; shared environment, 0.51; nonshared environment, 0.37), suggesting that factors within the home were contributing to the variation. The authors concluded that parental modeling and parental expectations have an influence on social fears in children. Muris et al. (1996) investigated the role of parental modeling in children's fears and found that children of mothers who often expressed their fears displayed the most symptomatology. In this case, the parents reported that they did not participate in many social activities and the father, the caregiver with whom the client spent the majority of his time, reported that he did not enjoy socializing. Thus, the father's avoidant behavior may have directly (i.e., child witnessing discomfort in father) or indirectly (i.e., child not "forced" to engage in social situations, limiting exposure to fear) influenced the development of selective mutism in this child.
The parents also may have inadvertently avoided certain social situations to not distress the client. Therefore, although genetics may have predisposed the client to develop the disorder, environmental factors and familial socialization patterns may have influenced the intensity and maintenance of the disorder. Assessment results revealed that the child indeed had a fear of the outside world. Accordingly, the goals of therapy were (a) to alter the client's irrational belief of excessive danger in the outside world; (b) to help the client learn more adaptive ways to decrease his anxiety (i.e., relaxation); and (c) to change family responses that appeared to reinforce the child's behavior.
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COMPLICATING FACTORS
There were several factors that limited the therapist's choices for intervention. First, the parents were against the use of pharmacotherapy, although the therapist reviewed the reported benefits with the parents. Second, the parents were uninterested in the more aggressive behavioral treatments (i.e., flooding), so the therapist was limited in the types of behavioral treatments that could be used. Finally, the parents were unwilling to use video/audiotapes of the client speaking within the classroom setting as a way to augment communication (Blum et al., 1998) .
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COURSE OF TREATMENT AND ASSESSMENT OF PROGRESS
This multidimensional treatment consisted of 25 sessions. Direct client intervention was conducted in 21 sessions, and the remaining 4 involved parent interview and school consultations. Table 6 summarizes the content of each session.
Assessment of progress was conducted in several ways. The parents were asked to answer the following general questions during each session: (a) What did the client say to you about last week's session? (b) How are things going with school? and (c) Is there anything that happened last week that you think I (the therapist) need to know about? Other questions would sometimes be added to inquire about special circumstances.
The parents were also required to maintain a daily journal in which they documented verbal and nonverbal communications by the client when in public, their reactions to the client's behaviors, and the resulting behaviors exhibited by the client in response to their reactions. The parents brought their journals to the sessions, and at the end of each session, the therapist discussed with the parents ways that undesired behaviors were being reinforced and how to avoid such reinforcement and instead differentially reinforce desired behaviors.
ASSESSMENT OF BEHAVIORAL OUTCOMES
Changes in the client's behavior were monitored in three ways: (a) self-report, using the "feelings thermometer"; (b) dynamic interpretations, using the sand tray; and (c) interval time sampling of the client's videotaped interactions with the therapist during the sessions, coded by two trained independent observers. Two randomly selected 10-min excerpts from each session were selected and independently coded using our Communication Skills Checklist-Selective Mutism (CSC-SM). The CSC-SM is an observational behavioral frequency measure coded from videotapes of each therapy session that allows the therapist to assess verbal and nonverbal communication attempts by the client. Specifically, coded verbal behaviors included spontaneous verbal response, nonword response to prompt, laughter, and audible agitation. Coded nonverbal behaviors included touch, directed eye gaze, and smiling. The coded sessions were grouped into phases: assessment and early treatment (Sessions 1-16), and late treatment (Sessions 17-22).
A total of 344 min of observation was coded from videotape across all study phases (i.e., 244 min during the assessment and early treatment phase and 100 min during the late treatment phase). Data were expressed as total number of occurrences of each type of behavior divided by the total number of minutes in the observation period.
Interobserver agreement was assessed among independent observers during 29% (100 min/344 min) of the observations across phases. Observer agreement for each behavioral category measured by the CSC-SM was calculated using a total occurrence agreement calculation, occurrence/(occurrence + nonoccurrence). The average percent agreement for this measure across all categories was 86.8% (range 76%-97%).
There was a significant increase in verbal behaviors across all categories: paired t(17) = 2.31, p = .033. Specifically, there was a significant increase in laughter, paired t(17) = 2.12, p = .049, and a marginally significant increase in nonword verbal response to therapist prompt, paired t(17) = 2.06, p = .055. Other verbal behaviors, including agitation, did not change across the 25-session treatment. Behavioral observations indicated positive rapport with the client via a marginally significant increase in client to therapist touch, paired t(17) = 2.05, p = .057.
The client began speaking in public places, at school, and in therapy after approximately 21 direct contact sessions. The client also interacted verbally with other children and with people in the community (i.e., waitresses, sales representatives). Relaxation training (Koeppen, 1974) To introduce relaxation techniques as part of systematic Because activity seemed to cause the client a little discomfort, Rewarded client for placing tape in the recorder and ended session the activity was broken down into steps, with each step (client was not allowed to remove the tape and was told that it will be being rewarded in the same place when he returns next week)
Practiced relaxation exercises Session 18 Asked client to progress to the next step (pressing "play" on the recorder)
To give client a chance to play the tape but also letting client
Treatment
Dragon puppet (used in the past as the "mischievous" puppet) used by know that the tape will be played whether he chose to play therapist to turn on the recorder the tape or not Client hit and punched puppet, obviously upset at the thought that this "puppet" would push play Client cried, tried to snatch the recorder Therapist took client to the mirror and instructed him to look at himself (increase self-awareness); while doing this the therapist talked with him emphasizing that the tape will be played soon (session ended)
Session 19 To cancel scheduled consultation meetings-meet on an the class into two teams where they had to "shout" out answers to questions.
as-needed basis
The teacher kept her back turned so that no one could motion to her that they knew a response. The teacher purposely chose a subject that she knew the client was good at, which she believes distressed him even more 
FOLLOW-UP
One-year follow-up consisted of a call to the client's parents and a school observation by an independent observer. The parents reported that the client was freely talking in all situations, interacting with others more than he had prior to treatment. At school, the client was observed to be interacting freely, often speaking to his teachers and to other children.
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TREATMENT IMPLICATIONS OF THE CASE
This case demonstrated the efficacy of a multidimensional, 25-session treatment for selective mutism. The treatment was brief without employing techniques that were unacceptable (i.e., psychopharmacology) or discomforting (i.e., flooding) to the parents. The effects were maintained at 1-year follow-up and the client's verbal behaviors generalized to other contexts. Treatment of this case was unique because it combined behavioral methods with cognitive and psychodynamic assessment techniques to alter observable behaviors and intrapsychic distress. Intrapsychic distress was targeted and altered via cognitive and behavioral methods, including practicing relaxation while being read stories constructed to include themes that were distressing to the client.
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RECOMMENDATIONS TO CLINICIANS AND STUDENTS
Parental concerns may limit a therapist's ability to choose certain empirically validated techniques. Although the effects of medication may be more immediate and long lasting than many psychotherapies, parents may opt for treatments with longer durations if they have concerns about medication (i.e., side effects, interactions with other medications) and are aware of other options. Therapists must select techniques that are both effective and acceptable by the client's parents.
Because selective mutism is a challenging and unique disorder, effective treatment will often require a transtheoretical approach (Kearney & Wadiak, 1999 ). An in-depth analysis of the client and his or her environment should be the initial step in treatment. This case shows that multidimensional assessment techniques are effective in identifying intrapsychic and environmental issues for intervention. Treatment should be selected on the basis of the function of the client's behavior (i.e., decrease intrapsychic distress, way to control parents) and the factors within the environment that reinforce the client's behavior. The client's parents and school personnel should also be integrated in the design and implementation of the treatment plan.
